could ill afford. The diathermy excision proved no better than the other forms of treatment; and the ulceration still advanced and started involving the sphincter muscles. At this stage I resorted to a defunctioning left iliac colostomy; but despite this there was no real response. After waiting six months, at the patient's own request-in fact entreaty-and with a much disturbed conscience, I resorted to an abdominoperineal resection, leaving the patient with a permanent terminal colostomy with which she is more than satisfied. Her total stay in hospital was fifteen months and the total duration of her illness two and a half years. I saw her only recently and she is very well, having put on weight, and with a sound perineal scar.
At about the time I was dealing with this patient there appeared in the Lancet (1955, i, 366) an account of Behcet's syndrome, by Phillips and Scott of Birmingham. The ulceration in this condition is usually of the vulva, but the rheumatoid type of arthritis and the conjunctivitis are similar to the last case. The proximity of the vulva to the anal canal suggests that ulceration of the latter may have been a variant of the syndrome, except that in Behcet's syndrome the ulcers are typically very painful, and there is a tendency to spontaneous healing and relapse.
Another similar case was referred by a colleague from the Royal National Hospital for Rheumatic Diseases in Bath.
This patient was suffering with an infective spondylitis of the Marie-Strumpell type and a rheumatoid type of arthritis of the ankles and feet. In addition she had a persistent anal and perianal ulcer, which on closer examination revealed a low proctovaginal fistula. Like the previous patient she had a persistently high E.S.R. and secondary anemia, but all other investigations were unrewarding, including searches for L.E. cells, and Rose's test. The bowel above was normal to 30 cm. The ulceration was curiously painless and troubled her very little, although it had been present for several months. Having met with little success in treatment of the previous patient I have as yet avoided surgery except for examination under anesthesia and repeated biopsies for histology.
The third example occurred in . a mentally defective patient. All investigations proved negative except that biopsy showed some equivocal giant cell systems but no tubercle. Skiagrams of the chest were normal and there was no evidence of any other disease. On the strength of the few giant cell systems she was given a three months' course of streptomycin, PAS and isoniazid, but a recent slide showed no improvement, rather the reverse for the sphincter is becoming eroded in the process. I should like to present a final patient who may shed some light on the oetiology of this condition. This man had a one-stage total colectomy and ileorectal anastomosis for an acute exacerbation of a relapsing and remitting ulcerative colitis. The result is not good-or the man at least is not happy. At his best he has eight stools a day and at worst twelve, with one to three at night. He is a publican and insists on drinking his beer, and that may be a factor. He has considerable ano-proctitis and also ulceration of the median raphe of the perineum.
We have all, I am sure, seen cases of nonspecific granular proctitis, which have slowly spread upwards to give rise to ulcerative colitis. Likewise we have seen ulcers, similar to those I have described, in association with established ulcerative colitis. I wonder whether these ulcers, which occur alone, could be an anal and perianal manifestation of one and the same disease? Also are we correct, when rheumatoid arthritis complicates ulcerative colitis, in regarding it as cause and effect? Might there not be a close and common etiological factor? The ulcers I have described are of unknown etiology, as a rule curiously painless, and characterized by a relentless progression. They are of baffling pathology, and defy treatment. [1] described the first case of "atypical primary carcinoma" (carcinoid) of the ileum in 1888, reports of carcinoids in gastrointestinal locations ranging from the cardia of the stomach to the rectum have appeared with increasing frequency. Brunschwig [2] recorded the first case of carcinoid of the rectum in the American medical literature in 1933. In a review of the literature up to 1957, Lamphier and Ehrlich [3] collected 212 cases and added 6 of their own. From questionnaires sent to 425 surgeons, Freund [4] collected 303 cases of carcinoid tumors of the rectum that had not 'From the Department of Proctology, Ochsner Clinic, and the Department of Surgery, Tulane University School of Medicine, New Orleans. been previously reported in the literature. These statistics would indicate that this lesion is not as rare as was once thought.
During the ten-year period ending in February 1959 we treated 20 patients at the Ochsner Clinic and 6 at Charity Hospital in New Orleans for carcinoid lesions of the rectum. Our experience with these 26 cases forms the basis of this report. Ten were female and 16 male patients; 4 of the 5 Negroes seen at Charity Hospital were men; of the white patients 12 were men. The patients' ages ranged from 15 to 82 years, with an average age of 47 years. The lesions were located at various sites about the circumference of the rectal wall with equal distribution.
Pathology
There is no way to differentiate histologically benign from malignant carcinoid tumors. It has been Stout's [5] experience that small tumors limited to the mucosa and submucosa are always benign. However, Kunkel and associates [6] reported a case of a patient with a non-ulcerated carcinoid lesion, 1-5 cm. in diameter and 3 5 cm. from the dentate line, that had involved the muscularis mucosa and had metastasized to one lymph node. This is believed to be the first report of a non-ulcerated, small carcinoid lesion of the rectum associated with metastasis. Twentyfour of our 26 patients had lesions limited to the submucosa, ranging from 2 to 15 mm. in diameter, the average being about 6 mm. In larger primary lesions metastasis must be more strongly suspected. Although carcinoid tumors grow slowly, they are all notentially malignant and we believe that they will eventually metastasize if they are not removed.
The incidence of metastasis of carcinoid lesions is greater in the sites where the diameter of the intestine is greatest. It has been reported to be 84 % in the colon [7] , 30 % in the terminal ileum [8] and I to 30% in the appendix. Metastasis occurred in 2 of our 26 cases. The low incidence of metastasis of carcinoids in the rectum as compared with those in the colon and ileum may be due to the fact that rectal lesions are removed during the early stages when they are localized in the submucosa.
Carcinoid lesions of the rectum may be classified into two groups: (1) Non-metastatic and (2) metastatic. The non-metastatic lesion is small, light yellow or whitish grey and limited to the submucosa, being covered by an intact, thin mucosa (Fig. 1) under which the vascular pattern may be seen. Usually less than 1 cm. in diameter, it is freely movable and does not infiltrate, umbilicate or ulcerate. Fortunately, most rectal carcinoid tumors are palpable on digital examination of the rectum and the mobility of the lesion enables one to determine its discrete, noninvasive characteristics. In all our patients the lesion appeared as a sessile polyp.
The metastatic carcinoid is usually larger than 1 cm. in diameter and shows definite clinical evidence of infiltration of the muscularis, ulceration, annular constriction or umbilication. On palpation the discrete, "buck-shot" characteristic is absent and the tumor cannot be differentiated from an adenocarcinoma. There were 2 metastatic carcinoid tumors in our series: an infiltrative ulcerative lesion and an annular constricting lesion.
Multiple carcinoid lesions have been reported in the ileum in 28 % and in the rectum in 10 % [9] of cases. Although one cannot refute that multiple carcinoid tumors may represent local metastasis, the discrete characteristics make multiple primary lesions the more likely possibility. According to Mayo and McKee [8] , Rigdon and Fletcher reported one case with innumerable non-metastatic rectal carcinoid lesions. In one of our patients two primary carcinoid tumors over the lower anterior rectal wall were treated by biopsy excision and fulguration (Fig. 2) , and there was no evidence of recurrence three and a half years later.
Symptoms
Small carcinoid tumors of the rectum produce no symptoms. Because these lesions grow slowly, production of symptoms depends on the site of the primary tumor and the diameter of the intestines. The usual jejunal and ileal symptoms are acute, chronic or recurrent obstruction produced by intussusception, napkin-type stenosis or knuckling of the intestine. When symptoms appear late in the development of the lesion, the incidence of metastasis is high.
13 of our patients complained of rectal bleeding or noticed blood on the toilet paper. However, in only 2 could the blood be attributed to the carcinoid lesion which was ulcerated and infiltrative in both. In the remaining patients the blood was due to hemorrhoids or fissures. 8 patients had no proctologic symptoms, proctoscopy having been done as part of a routine physical examination. In an additional 5 patients, diarrhea, painful coccyx, external anal lump, rectal pain, and lower abdominal pain were incidental symptoms that led to proctologic consultation. The general health and well-being of patients with carcinoid tumors and extensive metastasis usually is good as contrasted with the severe anemia and cachexia associated with adenocarcinomatosis. In fact, these patients may live a comfortable life for many years with metastasis. In this way the metastatic behavior of carcinoid lesions resembles that of chordomas, melanomas and malignant thyroid tumors.
Diagnosis
Asymptomatic carcinoid lesions of the rectum may be readily diagnosed by routine proctosigmoidoscopy. Carcinoid lesions elsewhere in the gastro-intestinal tract are rarely diagnosed pre-operatively. Fortunately, most rectal carcinoids can be palpated with the examining finger. The characteristic "buck-shot" hard consistence immediately makes one think of a lesion other than a benign adenoma. The tumor is freely movable and infiltration of the rectal wall, when present, can be detected by palpation. The gross appearances and pathologic characteristics are diagnostic. Although we have not failed to suspect the clinical diagnosis of carcinoid tumor of the rectum during proctoscopy, on several occasions we have mistaken a fibroma or inflammatory fibrosis for carcinoid.
On proctosigmoidoscopy the carcinoid tumor is seen to protrude into the lumen. It is a discrete lesion and appears to be pseudoencapsulated.
Functioning carcinoids are usually located in the ileum. To our knowledge no case has been reported in thesrectum. None of the 36 functioning carcinoid tumors reported by Mattingly [10] was in the rectum. Those in the ileum are usually associated with hepatic metastasis. They usually cause abdominal cramps, diarrhea, loss of weight, recurrent episodes of flushing and telangiectasis of the skin, and sclerosis of the tricuspid and pulmonary valves with pulmonary stenosis. The excessive secretion of 5-hydroxytryptamine (serotonin) into the blood and increased excretion of 5-hydroxyindole acetic acid in the urine are diagnostic. Mattingly suggested that there may be some peculiarity of carcinoid tumors in the small intestine that makes them different from those in other locations.
He believed that this peculiarity resulted in demonstrable clinical and biochemical evidence of a secretory or functioning tumor.
Treatnent
The 24 localized submucosal carcinoid tumors in the present series were treated by local excision, multiple biopsy excision or excision with the electrocautery snare followed by wide coagulation of the site. These tumors are difficult to grasp with the biopsy forceps, but once this is accomplished, the tough, fibrous stroma is evident by the difficulty encountered in cutting it with the biopsy forceps. In one or two of our patients the tumor was pulled off the intestinal wall as though enucleating it. Most carcinoid tumors can be suspected upon inspection, and the site of removal can be thoroughly coagulated after biopsy excision at the initial examination (Fig.  3A, B) . Since most tumors are in the lower part of the rectum, extensive coagulation of the site is possible at the time of initial biopsy. This ensures destruction of any residual neoplastic tissue without fear of perforating the intestine if the tumor is located below the peritoneal reflexion. All patients should be warned of the possibility of recurrence and urged to have an examination every six months for two years, and then at yearly intervals for life. Periodic examinations during the last ten years in all 24 of our patients with submucosal carcinoid tumors have revealed no evidence of local recurrence or distant metastasis.
For small infiltrative or umbilicated lesions in the lower part of the rectum a sphincter-saving, pull-through procedure might be applicable and for all lesions above the peritoneal reflexion of the rectum anterior resection is indicated. Malignant lesions require more radical treatment. There were 2 metastatic carcinoid tumors in our series: an infiltrative ulcerative lesion and an annular constricting lesion.
One patient, a woman 82 years old, was first seen in June 1951 complaining of passing loose stools with blood for six months. At times she had alternating constipation and diarrhea. She had lost 20 lb. despite a good appetite. She had no symptoms of a functioning carcinoid tumor.
On examination a firm, non-tender mass was detected over the right upper abdominal quadrant. On digital examination of the rectum a large infiltrating tumor that encircled the rectum and infiltrated the vagina and base of the bladder was felt. On proctoscopy the tumor was seen to be ulcerated and located 5 cm. from the dentate line over the anterior rectal wall. Posteriorly, the mucosa was intact, but the tumor encircled the rectum submucosally, resulting in approximately 70% occlusion of the lumen.
Because of the rectal bleeding and partial obstruction, the abdomen was explored with the idea of performing colostomy since pelvic involvement precluded abdominoperineal resection. At operation diffuse seeding of the peritoneum, especially in the region of the sigmoid and mesosigmoid, along with a tumor about 12-5 cm. in diameter, was found in the pelvis. Extensive hepatic metastasis and solid neoplastic plaques were seen in the omentum and on the transverse colon. There was no evidence of disease of the terminal ileum. Defunctioning colostomy was not feasible because of the extensive peritoneal metastasis.
When last seen on February 6, 1952, the patient was feeling fairly well and no abnormalities were detected in the electrocardiogram and roentgenogram of the chest. This case illustrates that from a primary growth lymphatic, hepatic and peritoneal metastasis may be extensive and clinically palpable but, because growth is slow, vital organs may not be seriously damaged for years, sometimes twenty-five years [5] .
The other patient with a metastatic carcinoid, a white man 31 years old, was seen in June 1952 because of perianal itching and frequent passage of bright red blood in the stools during the preceding year. On examination a rectal mass, 1-5 x 3 cm. on the anterior rectal wall 5 cm. from the dentate line, was palpated; it felt like an adenocarcinoma. On proctoscopy the lesion was obviously infiltrative and granular with a depressed, ulcerated surface. The biopsy report was carcinoid tumor of the rectum. The patient returned home where abdominoperineal resection was performed. He died two years later, with generalized metastasis.
The Pathology and Results of Treatment of Cancer of the Anal Region (Table I) . Gabriel (1941) subdivided squamous cell carcinoma of the anus into tumours of the anal canal and tumours of the anal margin. This distinction has been continued here by defining anal canal cancer as a tumour which lies above, mainly above or astride the dentate line (the dentate line being the level of the anal valves). Anal margin tumours are those mainly below or below the dentate line. These observations have been made by examination of operation specimens, but in 16 cases the site could not be accurately determined. (Table II) is nearly three times as common as cancer of the anal margin. A comparison of the sex incidence shows that anal canal cancer is more common in females than males in a proportion of about 3: 2, whereas anal margin carcinoma is four times more common in men. There is no difference in the average age at the two sites. I have found no evidence to suggest that any one quadrant of the anal canal or anal margin is particularly prone to squamous cell carcinoma.
An analysis of the treatment of anal cancer at St. Mark's (Table III) shows that the vast majority of anal canal tumours were treated by a radical excision of the rectum and anal canal; only 6 cases out of 99 were treated by local excision and these were either small tumours or there was some special reason for a limited resection. The 14 cases classified as "growth not removed" include inoperable cases and those treated by radiotherapy alone. In contrast, local excision has been the most favoured treatment for anal margin disease, but in 9 cases the growth was extensive enough to need a radical excision of the rectum.
Carcinoma of the anal canal shows preferential spread up into the lower third of the rectum, and this explains why many anal canal cancers present clinically as tumours of the lower rectum
